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X4 ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORREGTION *s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYIGN
TAG REGULATOQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K9989 | FINAL OBSERVATIONS K9999
Based on observations, testing and records
review §/27/14, was determined the fagility rad
na life safety deficiencies.
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (XB) DATE

Any deflelency statement ending with an astetisk (*) denotes a deficlency which the Institution may ba excused from cafrecting providing it iv determined that
other safeguards provide sufficient protection to the patients. (Soe Instructions.) Except for nuraing homes, the findings stated above are disclosable 90 days
following the date of survey whethsr or not a plan of cerrection is provided, For nursing homes, the above findinge and plans of ¢cormection are dinclogabla 14
days following the date these documents ara made available to the facility. If deficienciss ara cited, an appraved plan of correction Is requisite 4o sontinued

program paricipation.
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